Introduction
From 1958 to 1985 hospital admissions for childhood asthma in England and Wales increased by 1300% in the 0-4 age group and by 600% in the 5-14 age group (fig 1) . The mean annual rate ofincrease since 1980 has been 20% for the younger and 12% for the older age group.' A similar trend has been reported from some other developed countries.2 The increase cannot be explained by diagnostic transfer from other lower respiratory conditions, such as acute bronchitis, or by changes in the ICD classification.34 It is important to find out whether this increase is due to an increase in Address Seven hundred and eighty case notes were searched to obtain the final sample of 599 (77% response). The proportion not found did not differ between age groups or year. Table 1 shows the trends in length of stay, readmissions, mode of referral, and characteristics of the referring doctor. The 0-4 age group showed little or no change in length of stay or in readmission ratio. There was no significant change in the proportion referred by their general practitioner, though the tendency was for the proportion ofgeneral practitioner referrals to fall. The proportion ofgeneral practitioner referrals by a doctor from the patient's registered practice remained high at over 90%. There was no significant change in the time of day the child was admitted.
From 1978 to 1985 the 5-14 age group showed no significant trends in mode ofreferral, though there was a tendency for self referral to increase, and for contact with the general practitioner earlier in the episode preceding self referral to decrease. There was no significant change in time of admission (data not shown). The readmission ratio fell from 1 42 to 1 26. When the data from 1970 were included in the analysis of the data on the 5-14 age group a significant trend towards selfreferral (22% to 52%) was found, but this had largely occurred before 1978. The readmission ratio in 1970 was close to that in 1985 but the ratio was highest in the mid period. Around 80% of this age group had been referred by a doctor of the practice with which the patient was registered and no trend over time was seen.
Trends in the duration of the episode and in pulse and respiration rates are shown in table 2. In the 0-4 over time. There was no trend in the proportions age group there was evidence for a small but significant reported to have an accompanying upper respiratory lengthening of the duration of symptoms before tract infection or in body temperature on admission. admission but there was no change in pulse rate on No patient died. admission and the fall of 3/min in mean respiration Comparison of self and general practitioner rate was not significant. From 1978 to 1985 the 5-14 referrals in 1985 showed important differences (table age group showed no significant shortening in the 3). In the 0-4 age group self referred patients were duration oftheir symptoms but analysis ofthe data for older, had a longer stay in hospital, a higher readmis-1970-85 showed a significant shortening. There was sion ratio, and a greater tendency to be admitted no evidence of a trend in pulse or respiration rates.
between midnight and 11 am. In the 5-14 age group, For both age groups similar results were obtained selfreferred patients were likely to be older and to have when pulse and respiration rates derived from the a higher readmission ratio and a longer duration of routine charts were used instead ofthe values recorded symptoms. Self referred patients in both age groups in the notes. Recovery of pulse rate was assessed from had lower pulse and respiration rates but the the routine chart at 24 hours and showed no change differences were not significant. Analyses of routine admission statistics and of hospital records alone cannot answer the question of whether the prevalence or severity of asthma is increasing. They may, however, provide an indication of the direction in which the answer may lie. The conceptual basis for thinking about the epidemiological value of hospital statistics is straightforward.' The first step is to look for factors within the information system itself for evidence of artefactual trends due to diagnostic transfer and coding changes. Neither of these factors appears relevant to the increase in admissions for childhood asthma in the South West Thames Region or nationally.34 The second step, which I am mainly concerned with here, is to look for evidence ofchanges in medical practice that might indicate a shift in the balance of care between the community and'hospitals. This is an important possibility in view of the large difference between the incidence of acute, severe attacks in the community and the rate of admission. 8 We know virtually nothing about the range of severity of acute asthma in the community, nor do we know the nature ofthe relation between severity and the decision to seek admission. The premise adopted in this discussion is that the likelihood ofadmission increases with clinical severity. If this is so, a shift in the balance of care towards the hospital would be accompanied by evidence of a lower average severity on admission-in other words, a lowering of the "threshold" of severity. In the present study severity was assessed by the only available method-that is, by recording the duration of symptoms before admission and pulse and respiratory rates on admission. In acute adult asthma the pulse rate has been found to correlate with the degree of functional disability and disturbance ofblood gases. The findings indicate that an increase in morbidity must also be considered. For the period 1978-85 among the 0-4 age group there was no lowering of pulse and respiration rates on admission and there was an increase in duration of the episodes leading to admission. Among the 5-14 age group over the same period neither of these indicators changed, though in the earlier period (1970-78) there had been a shortening in the duration ofsymptoms. Taken as a whole, the data suggest that the spectrum of severity has changed little despite the increase in numbers..mitted. The stable readmission ratioin 0-4'yea-r olds and the falling ratio in 5-14 year-t olds suggest that more asthmatic children are having severe attacks leading to hospital admis'sion. This is consistent-with there being more children with asthma (a higher prevalence) or with an increase in the proportion of asthmatic children having severe attacks. An analysis of prevalence surveys carried out in the United Kingdom over the last 25 years found little or no evidence that the prevalence of children with';a label of asthma or symptoms of a wheezing illneiy has increased-.8 Thus an increase in the frequency or severity of episodes in asthmatic children is more likely. ' On balance therefore our evidence indicates that the increase in admissions is due to an increase in the frequency of severe asthma rather th4n to a shift in the balance of care, though the latter explanation cannot be entirely excluded. If we take readmission ratios and available data on prevalence into account, the increase in frequency of severe asthma is more likely to be due to an increase in the proportion of asthmatic children who have severe attacks than to an increase in the prevalence of asthmatic children. This requires confirmation by epidemiological studies.
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